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-ABSTRACT * . * 1 

. Recent trends in dental education and the supply of 

d'ehtists f or , the South are examined to assist -state policymakers and 
school officials. The supply of dentists has increased faster than 
the pcfpulation over the pasft decade and will continue to increase 
through 1990; in the south the rate of growth exceeded the national 
rate. At the same time,, the demand for dental services has declined, 
primarily dtfe to a slowing in population girowth, a depressed economy, 
and reduced dental disease for some groups. The ratios^of dentists to 
the population vary significantly among states and within states, an^ 
shortages of dentists in inner-city and rural areas have been 
^documented. Changes in the populiK^ion and economic base of the state 
ipfluencie the demand fofr dental services. The scope and member of 
public dental service programs and the availability of dental 
in'^surance alsft) affect demand, ^he current decline in dental school 

^enrollments and the increase in tuition will have an adverse effect 
on access 'to dental education 'for minorities. Recommendations are 
of fereB concerniiTg .oppartunities for minorities who wan€ to study 
dentistry j educational supply and demand in dental %cfiools, the 
distribution of dentists to underserved areas, the efficiency of - 
state-supported dental schools,*' and general practice residency * 
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> "/ FOREWORD 

♦ . • ...... . • • - 

" ■ " ■ - . " V •. ■ ■■ • 

. One of the long-term concerns "of the Southern R^onal Education Board has 
been health professions education. Until recently*, the South has been short of both 
practitioneB8i*nd professional schools in which to train new practitioners. In addition, 
there was a drain of new practitioners who left the region for specialty training and 
better work opportunities in other parts of the nation. 

. .. ■ ■ * '■ ■ * 

' . 'The l<f Southern states have created many new professional scrfbols and increased, 
enrollments in existing schools so that the training capacity of the region has nearly 
doul?led it\ the past 20 yeai^. This picture was docui^ehted in SREB's 1983 report, Health 
Praif^ssioriais for the South: Supply and Cost Issues Needing State Attention . 

Dentistry is one of the major health professions that is experiencing problems 
as ^ result of the expansion of training capacity and supply of practitioners. Changes 
in the need and demand for dentists have now creaited the picture of a potential oversupply 
of practitioners and declining enrollments in dental schools. While there are still many 
unmet needs in certain rural areas anti for work in the area of perrodontalvdisease, 
dentists, perhaps, more tfian any other health professionals, are influenced by the eco- / 
npnijics of demand rather than by the realities of need in their choice of practice type 
and Ipcatdpn. Few effprts have been made tp influente these chpiceS pf dentists. This 
is a matter of special concern to policymakers of the South bteuse the region has ; 
• a higher proportion of publicly supported dental schools than other parts of the nation. 
Dental schools in the South also tend to be smaller, newer, and more co^ly per student 
than those in other regions. ~ I 

' This report examines the recent trends in dental education and the supply of 
^ dentists for the.^outh. It is intended for policymakers in State government, leaders 
in academic health centers, and deans and other officials of dental schools. 

. . ftarold L, McPheeters 

. Directors Commission on Health 

and Human Services ' ^ 



INTRODUCnON V 

Changing sodal, de;nographic, and economic factors during the decades 0^ . 
' ' ' ■ ■ ■ ■ • . . . . ■. ■ 

Fifties and. Sixties set in motion sharp increases in the production of health professionals. 

For the dental profession, this trend reversed a long-term decline in the dentist- to- : ,v 

population ratio in the United' States* . Oeiitlstry is the fourth largest health prof es- 

sion, following nursing, me^dicii;ie>^^a^^ 

* the Southern states led the nation during the Sixties and Seventies in efforts \ 

to increase the supply of dentists and to provide educational opportunities for young 

people who desired to enter the profession. Southern public officials were committed 

to overcofning past effects of regional underproduction and net out-migration of dentists- 

from the region.^ By 19S0, the number of dental schools in the South represented 

30 percent of all dental schools in the United States. Thelsxtent of the South's contribu- 

tion to dental education is evidenced by the proportion of st^te-supported dental schobls; 

15 of the 18 dental schools in the South ate public. These 15 schools represent f^3 percent 

of the public dental schools in the nation* » 

Factors 'that influenced the expansion efforts during the Sixties and early Seventies 

* .. ■ . ' ■ ' 

have changed substantially. Nationally the growth rate of dentists has greatly exceeded 

.that of the population. The reputation for growth in the "Sunbelt South" is attracting * 

more dentists frc^m other parts of the nation and is decreasing out-migration of the 

■ ' ••. ' ■ , 

region's own dental school graduates. Advances in preventive dentistry and fluoridation 

of public drinking water have drastically reduced dental disease. These factors, along 

with a depressed economy and a decline in the djamand for dental services, present 

ne,w problems for policymakers. In some states individual dentists and state dental 

organizations are calling for substantial reductions in dental scjiool enrollments. ^ 



thus, the time has come to evaluate the effect of past expansion efforts. 3ust 

♦ • ■ ■ . ■ 

': % 

how much growth has occurred? What changes have taken place in the demand for 
dental education? What has be^n the effect of the expansion of dental education on 
the supply and demand relationships in the U.S. and within the region? Has the expansion 
of dental education affecte|i historically underserved areas? These are the issues that 
are examined in this paper. . ^ 

A review of the financing of dental education is limited to, an examination of 
the {Ufferences between expenditures for. public and private dental education, overall 
expenditures for dentajreducationi and estimates pf cost of dental education.. Although 
not precise mqasurementSi they do illustrate the relative financial impact of dental 
manpower production decisions. 

■ .- r It 

In addition, the impact that current methods of financing dental services have 
on the demand for dental car^ is reviewed. Supply and demand badances are evaluated 
based on actual trends. "Effective dfemanJ^ rather than "needs" is the basis for assessing 

t 

the requirements for dentists. While; this approach may appear to be overly pragmatic, 
or even callous, it recognizes the reality of a world of limited resources that has for 

the most part relegated access to dental services to the vicissitudes of the market - 

, ■'■ '■ ■ ■ . 

place. , 

■ ■ -■- > 

HOW MUCH GROWTH HAS OCCURRED?'^ 

. ■ . . . ' • ■. 

The major impetus for expansion of dental education in the United States and 
in the reg\on can be attributed to an overall public 'awareness.of the importance of / 

health care which, in turn, influenced federal and state policy decisions. In 1963, the 

■■ ■ ■ ■ ■ ■ ■ ■ < 

federal government enacted the Health Professions Act, which was designed tO' increase 
the production and supply of a variety of health professionals including dentists. Specif i 
cally, the Act provided for student assistance pfogr^ms and funds to expand existing 



anti/or build hew dental schools, Subsequent federeil legislation provided direct assistance 
to dental schools in the form of capitation funds that were awarded contingent upon 
dental schools' ability to increase enrollments. 

Federal policy decisions to increase the supply anif distribution of dentisls were 
embraced and supplemented by similar or complemen^^y programs in many states. 
The number of new dental schools in the United States increasfgd'by 15 betweien I960 
and 1980; 8 of these were opened after 1970. Since 1960, 7 new dental schools have 
opened in the South»-ft6 percent of all new dental schools in the natioq and over half 
of all new public dental schools. » 

' The success of dental education expansion efforts can be seen in Table L The 
region's share of first-year dental education enrollments increased. from 23.2 percent 
in 1960 to 27.5 percent in 1980; the current share is 26 percent. The region's share 
of dental school graduates continued to increase, reaching 27.8 percent in 1982. 

A much larger proportion of the increase. in total first-year enrollments in the 
South was accounted for by the creation of new dental schools (60.7 percent) than by 
expansion of existing schools (39.3 percent); for the nation as a whole, new schools 
accounted for only 37.S|^ percent of the expansion. The South's share Of first-year dental 
spaces that resulted from building new dental schools between 1960 and 1980 amounted 
to over half of the nation's total {57.2 percent). In contrast, during the same period, 
its share of first-year spaces due to expansion of existing schools was considerably 
lower (22*5 percent) (see Table 2). \ ' 

. Perh^s the most striking contrast between the United States and the region 
is in the proportion of dental education in the public sector. As shown in Table 3, 
.82.1 percent of the region's deiv^ai^tudents are enrolled in public dental schools versus 
5*^*3 percent for the natipHi Mo^eosffir, wAlic dental schools in the region ehroU 40.6 percent 
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V ' " Table 1 . - 

FIRST- YEAR ENROLLMENTS^ND GRADUATES OF DENTAL SCHOOLS 
UNITED STATES AND SREB STATES 
1960, 1970, 1980, AND 1^82 
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Percent Change 






i ' * " 


1960 


%;1970 


■ 1980 


1982 ' 


1960-1970 


1970-1980 ,1980-1982 


1960-1982 


First Year Enrollments 
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1 






United States 


3,^516 


^^,565 


^,030 


5,498 • 


29.8 


32.1 


-8.8 


56.3 


SREB States 


814^ 




* 1,658 


1,431 . 


39.3 


46.2 , 


-13.7 


75.8 


South as Percent 
\of U. S, 


23.2 


s . 24.8 
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27.5 


26.0 

t 
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Graduates . . " 
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United States 


3,235 


3,672 


^ / 5*,256 


. 5,371 


1>.5 


43.1 


2.2 


66.0 


SREB States 


735 


886 


/ 1,416 


1,494 


20.5 


59.8 


5.5 / 


103.2 . 


SoutH^is Percent^ 
of U. S. 


22.7 


24.1 

f • 


26.9^ 


27.8 











Sourctfs: American Dental Association, Trend Analysis : Supplement 11 to the Annual Report Dental. Education, 1^-82 and 19»i.83. 
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> INCREASES IN FIRST-YEAR DENTAL SCHOOV^ACES DUE TO EXPANSIOr^OF 
EXISTING SCHOOLS AND THE DEVELOPMENT OF NEW SCHOOL* 
/ ' ' ' UNITED STATES AND SREB STATES 

. ' 1960 TO 1980 



"~ ~~7 

Percent of Increase 



Increase in First- Year Spg^ces^ 



Expansiot^ 
of 

Existing 
Schools 



Development 
< of 
New Schools 



Due to ' 
Total Expansion, of 
Increase Existing 
1960-1980 Schools ' 



Due to 
New Schools 



'United St^ates 

SREB States . 

VSouth as Percent 

of U. S. 22.5. 



959 
5if6 

57,2 



2,533 
900 

35.5 



62.1 
39.3 



37.9 
60.7 



Sources; An^eHcan Dental Association, Trend Analysis ; ^dSupplemeht 11 to the Annuail Report 
, Dental Educaition. 1981-82 and 1982-83. ' ' 



of all the nation^s dental students who are enrolleid in public dental schools, compar<id 
/s^ to 10.8 percent ef those fenroUed in private dental schools. „ t 

Ovftrall the region's cjuantitative gain from 1^60 to 1982 in first-year spaces an^ 
graduates was much greater than that of the U.S. First-year spaces increased 75.8 percent 
. versus, 56*3 percent nationally, while the number of graduates in the region increased 
• " 103 percent compared to 66 percent for the nation as a whole. The effect of a slight . 
^ ^ decline in f ir&t^year enrplln^ents between 1980 and 1982 will be a slight decrease in . 
the number of graduates by 1985. U,.S. dental schools have projected that the number ' 
of first-year spaces will stabilijzeat about 5, 350^hrough 1983, a 3 percent decline 
over the' 1982 level* Howeverf first-year spaces in the region are projected to remain 
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Table 3 . » 

TOTAL ENROLLMENTS IN PRIVATE AND PUBLIC DENTAL SCHOOLS 
. UNITED STATES AND SREB STATES 

1982-83 



OH 



Enrollments 



Private ' Public 



Total 
AU'Schools 



Percent 

Pubnc-^^ 



Private 



Number of Schools 



Public 



.Total 



Percent 
Public 



United States V 40,018 

SREB States 1,083 

South as Percent 

of U.S. 10.8 



12,217 



/»0.6 



22^235 



6,0/^8 
27.2 



5/^.9 
82.1 



25 
3 

12 



35 
\5 

\ 

"^2.9 



,60 
18 

30 



58.3 
83.3 



Sources: American Dental Association. Trend Analysis : Supplement 11 to the Annual Report Dental Education , 1981-82 
and 1982-83. > 
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at the 19S2 levels,^ If these projections are accurate, the regional share of first^year 

' - ' ' ' 

spaces and graduates will continue to rise, and during the decade of the Eighties the . 

region would be expected to produce over U,000 new dentists. 

Clearly, the states of the South have made .a substantial commitment to public 

dental education. The effect of the increased production on the supply of dejptists 

in the region is reviewed later in cgnjunction with an evaluation of supply and demand. 



WHAT CHANGES HAVE TAKEN PLACE 

IN THE DiEMAND FOR DENTAL EDUCATION?. 

;Access to dental education, like that of medical education, has always been oh 

a competitive basis. Only those applicants meeting rigid standards are accepted. Histori- 

call^, first-year enrollment totals have not been affected by the number of applicants 

because qualified applicants have always exceeded first-year spaces available. The 

proportion of the applicant pool that is admitted to dental schools each year illustrates 

the degree of competiveness for a dentc^i education? significant variations suggest 

that social and/or economic factors have influenced thje demand for dental education. 

For the past few years the number of dental school applicants have declined signifi- 

cantly, while the number of first-year spaces has remained relatively stable. As the 

number of applicants approaches the number of first-year spaces, this will affect the 

first-year enrollment total as well as the quality and characteristics of the first-year 

class. ^ I 

As shown in Figure 1, there have been extreme 'fluctuations in the demand for 
dental' education over the past two decades. In 1960, 59 of every 100 applicants gained 
admission to a <Jentai school. By 1975, there were 2.7 applicants for every available 
first-year space; only 37 percent of all applicants could be accepted. Since 1975, there 
has been a steady decline in the nurrtber of appfticants to dental schools and by 1980, 
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Figure 1 



n_ _ PERCENT OF DENTAL SCHOQL APPLICANTS ENROLLED IN U.S. 
(0^ DENTAL SCHOOLS A^ RATIO OF THE IIUMBER OF 

/ • V APPLICANTS TO FIRST-YEAR ENROLLMENTS, 

SELECTED YEARS 
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Sources: American Dental Association,' Trend Analysis : Supplemeivt 11 to the 
Annual Report Dental Education ,' 1982-83; and U.S. Departinent of 
Health and Human Services, Third Repoyt to the President \hd 
Congress on the States of Health Prof essions Personnel in\he United 
States , January 1982. ' ~ ""^ ^ ■ ■ ■ . 
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the ratio of the number of api^licants to first -year enrollments dropped below the I960 
level of 1J:1. Jn 1982, even with a decreaJ^p in the numbef^of first-year spaces available, 
this ratio declined to h^:l. With 71 ot every 100 dental school applicants gaining admis- 

sion to a dental school in 1982, clearly, fewer young people are seeking dental edi4cation. 

• • • 

Proponents of contractions in dental school enrollments maintain that an oyersupply 
of dentists caused the declining number of dental school applicants. Opponents argue 
that the decline is moreAclosely rljlated to reduced, stXident Ibans and scholarships and^» 
to'increased indebtedness of graduates* Both arguments have merit. The depressed 
economy and reduced student aid have influenced career plans of high- school graduates* 
Evidence does exist supporting a positive relationship between career attractiveness 
and the economic rewards of a career. The .'•pool" of applicants seeking to enter any 
eclucation program has been seen as a "career barometer." In selecting an education 
program leading to a professional career, students are usually aware of the expected 
social and economic returns on their investment of both time and money# For many, 
the career itself is the single factor influencing their decision. For ot|iers, the economic 
return on th^ir investment provides the margin of difference in career selection.^ The 

average net income for dentists in constant dollars has deqlined over the past 5 years 

^ ■ * 

While the average indebtedness of dental school graduates has increased. This arid 
the increased job opportunities and rewardsJn fields such as engineering and business 
can b^ assumed to have influenced the decline ir) the number of dental school applicants. 

Unfortunately, thet'e are no acceptable standards that would permit polic)1|gakers 
to increase or decrease first-year dental spaces based on some ideal appliqant-to-sp^ce 
ratio. And, decreased numbers of applicants raise other concerns. Since a decline 
in enrollments decreases the revenues of dental schools, some fear that dental schools 

' ■ ■ - i 

may be tempted to compromise quality by accepting less qualified students. There 

is no evidence that this has occurred* In fact, the 1982 analysis of attrition from dental 
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schools reveals that more dental students dropped out for personal reasons than 

i * ■ « 

for academic reasons. The leading personal reasons were career change decisions and \ 

9 • 
economics. As less federal and stale funds are allocated for dental education loans. • 

* - ■ ■ ■ ■ 1 v" 

and scholarshipsrnnore students can be expected, to drop out for economic reasons ai;id 
"select alternative careers that require f^wer years of education. \i the Aumbef of 

■•I , » ^ , ' ' . ^ ^ ■ . * 

dental school applicants <:ontinues to decline, dental schools will be competirig among 
themselves and other career fields to attract and enroll well qualified applica*nts. 

Minorities and Women - 

Dental schools define minorities as black Americans, Hispanics, American Indians, 
and Asians. Minorities as a percent of total enrollments ir^creased from 5 percent 
in 1970 to 12.6 percent in 1981 while minorities as a percent of first7year enrollments 
increased from 6.7 to 15 percent; however, the proportion of black Americans was * 
only 5.2 percent. During the same period, women, as a percent of total enrollments, 
increased from l.'f percent to 18.7 percent; among first-year enrollments the percent 
of women increased from 2 percent to 21.7 percent. 

In 1981, first-year minority enrollments in the region comprised K.^ percent 

of the .total, only slightly less than 'the nation's l'f.9 percent; however, the proportion 

of black' Americans accepted by dental schools in the region was 6.8 percent—compared 

10 ' 

to 5.1 percent for the nation as a whole. 

- A ■ ■■ - 

* ■ ' « 

The decline in the total number of dental school applicants seems to have in- 
creased the number of minorities and women who are admitted to dental schools. While 
the number of first-year dental students declined by ^^16 between 1978 an<i ^981, the 
number of first-year minority dental students increased hy 195 and first-year women 

* ^ 1 1 ' 

dental students increased by 268. This trend is likely to be reversed If -substantial 

contractions ip dental §chool enrollments and further reduction in financial aid occur. 

• • . ■ ■ ■ 

It is germane to note that in 1981 women comprised 39 percent of the black Americans 



enrolled in depftal schools and 31 perceat of all minority dental students* Thus, factors 
that affect minority enrollments wJU doubly affect women, sinqe ovfer a fifth of the* ^ 
.women admitted to dental school? in ,1981 were minority students. : 

'^ Graduate Dental Education^ - ' ' ; * ^' - 

* * There are eight*arjea5'« d/ental specialty practice recognized by the American 
-Bental Association:. (1) endodontics; ,(2) oral- pathology; (3) oral maxillo facial surgery; 
{k) orthodontia; (5\pe\lodon1^s; (6) periodontics; (7) prosthodontics; and {ST^ublic ' 
health. A licensed dentist who Completes one of these eight graduate dental education 
programs is eligible for board certification as a specialist in the respective specialty. 
The length of time required to complete a graduate dental educatiorj program ranges 
from two to fotir years, depending on the specialty.' 

Most dental school -graduates begin practice as general practitioners immedia'tely 
after graduation and licensursw However, there has been an increase Tn the number 
of new dental school graduates seeking to enter one-year general practice residency 
programs prior to entry into general practice. In 19S2, the proportion that could be 
accommodated by existing programs in the United States was just oVer 17 percent. 

Graduate dental specialty education programs are offered by dental schools and hospi 
' tals. Dental schools enroll over 76 percent of the graduate dental students who are in one 
of the eight specialty dental programs, while 89 percent of the graduate dental students 

; V ; ■ \ 

in general practice residency programs are^nroUed'in non-dental school programs.. 

In 1981, all dental schools in the nation enrolled 2,188 graduate dental students compared 

^Graduate dental education in t|iis repjort^rfef ers to education of a dentist beyond \he 
Doctor of Dental Surgery (DDS) or Doctor of Dental Medicine (DMD) degree. Graduate 
dental education is in a structured program that provides advanced education in general 
practice dentistry or leads to eligibility for (Certification in one of the eight dental* 
specialty fields. Other terms oft^ri used to describe this level of dental education 
are postaoctoral and advanced. 



to 621 in SREB dental schools, i'he average enrbllmeint of all U.S. dental schools' graduate 
programs was .only 36, compared to an average' under gradHate* enrollment of 377. Ten 
schools had. 10 or fewer graduate students; only one schooLenrolled over 100* 

A 1980 Task Forcfe on Advanced Dental Education of the; American Association 
of Dental Schoo^ recommended that general p|actice dental residency programs should 

be expanded to accommodate half of all dental school graduates, and that the total r 

• - . - . ■ • . . ■ ■■ ' ■ ■ ■ - , 

number of first-year speciaHy positons be decreased, particularly in those specialties 
that have experienced substantial enrollment increases in the i)ast decade. Since 
1980, the number of first-year griajiuate studentis in dental specialty programs declined 
less than one percent; the number in general practice reside.ncy programs declined at 
about the same rate. . ' ■ • " - . 

Increasingthe number of general practice residency programs offered by dental 
schools in the region could help offset the effect of declining enrollments in dental 

schools and may imprpve the distriblifion of dentists in. the region. The dearth of avail- 

, ■ ■ ft ■ ■ 

able general practice residency positions in dental schools is tj^oOght to influence the 
maldistribution of dentists, since few ri^w dental school graduates feel confident to 
enter practice in remote areas with the lir^ited experience they have had as students. 
Most prefer to practice nearer other dentists where access to collegial consultation 
is more readily a vailcible. . ^ 

It is doubtful that decreasing undergraduate enrollments and increasing general 
practice residency graduate enrollments would reduce the amount of funds needed 
for dental education. Few graduate dental education programs generate sufficient 
revenues to support thpir costs. ^These programs are generally supported by a variety 
ot sources that can include service fees, state and federal funds, and student tuition. 



♦The term underj^radiiate dental education is used in this report' to denote an educational 
program offered by dental schools which leads to a DDS or DMD degree. In the literature 
this level of dental education is often referred to as predoctoral or first professional. 



« ■ • 
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WHAT ARE THE FINANCIAL RESOURCES . ' 

REQUIRED TO iSUPPORT DENTAL EDUCATION? ' . I 

The 1972-73 Institute of Medicine's study of the cost of health prof essions education 

found the aye rage cost per student pcfr^year for undergraduate dental education to 

be^9,050, wittTa range from $6,150 to $16,000. By 1982, the average s:o0t. per student 

is estimated to have ir1%reased to $19,850, ranging from $13,500 to $35,100 (see Figure 2). 

How much of the cost of dental education is born by the student? As shown in ^ 

Table ^, tuition and fees varied considerably by school ownership and resi<9Shcy status 

of students. Most Southern dental schools fall among those schools in the jU. S. with 

the lowest tuitions and fees charged for both residents and non-residents. In 1983-8^^, 

■' . . . ^ .\ ■ 

11 of the 15 publip dental schools in the region Charged tuitibn and fees below ' \ 

the $2,598 national public school median for residents and below the $5,82'J for non-- 

/-residents. It is apparent that the Southern states have provided greater afcgess to dental 

education for their residents, both by increased first-year spaces and by lower tui^^^ 

and student fees. Some states are beginning to question the wisdom of low ndn-residerit 

tuition^and fees in stated-supported dental schools. Colorado, for e'xample, leads the 

^jj^Ton by charging $^0,282 first-year tuition and 'fees tp^nort-residents. In the region, 

. the University of Mississippi cfiarged the highest non-resident tuition and fees ($9,039) 

among the public dental schools (see Table 5). Most dental schools in the South, public 

and private, charge lower resident anrf"non-resident tuition and fees than the national 

median. Based on the proportion of the estimated cost of dental education paid by- 

the student, p^oblic dental education in tfie region is a real bargain; tiutions are estirjfiated 

to cover from as little as 5 percent for residents to a maximum of 45 percent for rion- 

■ ■ ^ • ■ . f 

residents. Since the average expenditure per student for public dental schools in the 

region is higher than the U.S. average, it is reasonable, to assume that an even smaller 

proportion of the total costs are paid by the students , 
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Figure 2 



COHPARISON OF AVERAGE COST PER UNDERGRADUATE DENTAL STUDENT 
PER YEAR, AND RANGE, UNITED STATES ' . 
1972 AND 1982 , 
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'Sources: American Dental Association. Trend Analysis ; Supplement 11 to the 
I ' Annual Report Dental Education , 1981-82; and National Academy of 

▼•^ Sciences, Report of a Study of Costs of Education In the Health 

Professlons/Parts I ahd II , U»S. Department of Health, Education, 
and Welfare, January 1974; and. U.S. De'partment -of Labor, Bureau 
of Labor Statistics. * . 




Table k 



AVERAGE, MEDIAN, AND RANGE OF FIRST-YEAR TUITION AnD FEES AT PUBLIC - 
AND. PE^V ATE DENTAL SCHOOLS, BY RESIDENCY STATUS 
. / UNITED STATES AND SREB STATES— 

1983-8^^ 



United States 



Private 



Public 



SREB States 



Private 



PuUic 



Number of Schools 

Average: 
Resident 
Non-Resident 

Median: 
Resident , . « 
Non-Resident 



25 



$ 10,728 
11,435 



11,225 
12,1*1 



35 



$ 3,024 
6,234 



2,598 
5,824 



$ 6,707 
7,657 



8,778 
8,778 



15 



$ 2,369 
5,180 



2,453+ 
4,878+ 



Range: 
Resident 
Non-Resident 



772-18,313 "454- 7,025; 772-10,570 454-4^34 
3,380-18,313 » 1,082-20,382 3^?2-10,570 1,082-9,039 



+Eleven of the 15 public dental schools in SREB states report tuitibn and fees that are' 
below the median for all public schools. ^ * 



Source: American Dental Association, Dental School Tuition. Supplement 13 to the " 
Annual Report Dental Education* 1983-84> ^' ■ 
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Table 5 



DENTAL SCHOOLS RANK ORDERED BY FIRST- YEAR Tl 

RESIDENTS AND NON-RESIDENTS 
, ^ SREBST/yrES 

. 1983-84' 



ITION AND f EES 



School ^ 


J^ahk 


Resid^ts 


Rank 


Non-Residents 


—■ — ^— / 

University of Texas-Houston 




^~ f 

■$, 454 1 


2 


,$1,254 


University of Texas-San Antonio 


. 2 

r 


482' /■ 


1 


1,082 


Baylor Colieg# of Medicine* 


3 


772 1 ■ 


3 


3,622 " 


University of North Ca/oiina 


' 4 ■ 


1,659 / 


• 5 


. 4,582 


University of Florida 


5 


2,122/ 




4,848 


Louisiana State University 


6 


2,200 


11 


5,200 


University of Kentucky 


7 


2,392 


.6 


4,592 


Medical College of Georgia 


8 


2,4/2 


13 


7,131 


UniX'ersity of Louisville • 


9 


. '2, 4/53 


7 


|'»,653 


University of West Virginia , 


10 


2,502 


12 


5,714 


University of Alabama | 


11 


2/528 


4 


3,728 


Medical Uniyersity of South Carolina 


12 


2,542 


10 


5,016 


University of Tennessee ' 


13 


. /2/598 


9 


4,878 ► 


University of Mississippi 


14 


' ■ 1 3,039 ■ 


: 17 


,9,039, 


Virginia Commonwealth University 


15 


4,012 


14 


> , 7,862 


University of Maryland ** 


16 


4,134 


15 


8,122 


Mjeharry Medical College* * 


17 


8,778 


16 


- .8,778, 


Emory University* 


\. 18 


10,570 


18 


10,570 



^Private dental schools 
Source: 



American Dental Association, Dental School Tuition, Supplement 13 to the 
Annual Report Dental Education. 1983-84, , 
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Generally, tuitions are higher and costs are less in private dental schools' than * 
in public dental schools. Many other factors contribute to the wide variations in cost 
per :%tudent and total expenditures^^ t^^ These 
ar^: (1) size of school (enrollments); (2). types of graduate derjtal programs and number 
• of graduate students; (3) research ^nd service missions of dental. schools; C^). shared ' 
or independent basic science f dculty (some medical and dental schools share a common 
basic Science faculty); (5) tenure of faculty; (6) use of part-time and full-time faculty; . 
and (7) operationa^l efficiency. ^ The impact of some of these factors is illustrated in 
Figure^ which provides a comparison of the percent of enrollments and expeijditures 
in private and public dental schools in the United States and in the SREB states. In 
1;he nation, public dental schools enroll just over half of all undergraduate deintal students 
(55 percent); yet, thes^ schools account for nearly two^thirds (63 'percent) of all dental 
school expenditures. In th^ region, public dental schools enroll 83.5 percent of all under- 
graduate dental students and account for ^6.5 percent of the total expenditures/ When 
compared by expenditures per undergraduate student, dental schools' expenditylres 
in SREB states were considerably higher than in non-SREB states ($32,635 versus $26,6.05), 
and they, exceeded the average expenditure per student ($28,257) of all dental schools. 
This is most likely associated with the larger proportion of public dental schools 
(83 percent) in SREB states cofWpared to non-SREB states (^^8 percent) and to the United 
.States as a whole (58.3 percent)i. Also, dental schools in the region tend to be smaller, 
with average undergraduate enrollments of 3^ compared to 391 for non-SREB schools 
and 377 for, all U.S. schools (see Table d. , 

A recent cost study of d^tal education for New YorW suggests that dental schools 
having fewer than 240 undergraduate students are, in all probability, operating inef- 

■ « . ■ •• • 

ficiently. Sortie schools with smaller undergraduate enrollments overcome this by more 
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.. ' Figure 3 

PERCENT OF XOtAl UNDERGRADUATE ENROLLMENTS AND TOTAL EXPENDITURES 

PRIVATE AND PUBLlc"toJTAL SCHOOLS 
UNITED STATES AND SREB STATES 
1980-81 
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Sources: American Dental Association, Financial Report Fiscal Year 

Elding June 30. 1981 ; Profile of Dental' Education Programs ; 
Trend Analysis ; Supplements 4,9, and 11 to the Annual Report 
Dental Education, 1981-82. 
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Table 6 • 

EXPENDITURES PER UNDERGRADUATE DENTAL STUDENT AND AVERAGE 
UNDERGRADUATE ENROLLMENTS, SREB SfiHOOLS, 
NON-SREB SCHOOLS, AND ALL SCHOOLS 
^ FY 1981 



Expenditures Percent of , 
per Dental Schools 

Undergraduate that are Public 



Average 
Undergraduate 
Enrollments 



SREB Schools 



^ Non-SREB Schools 
3,^^ All Schools 



$32,635 
26,603 
28,257., 



, 83.3 
tf8.0 
58.3 



3ktt 
391 
377 



Source: American Dental Association, Profile of Dental Educational Programs ; 
Supplement 7 to the Annual Report Dental Education, 1981-82. 



efficient use of full-time faculty, using part-time faculty, and/or through assigning 

♦ ■ 

faculty time to graduate dental education. ' In contrast, the studies illustrated that 

having large undergraduate enrollments does not necessarily guarantee efficiency.-^^ 

■ ■ ■ . ^ ■ " . 

As noted, multiple factors influ^ce total expenditures and prohibit exact compari- 
sons of schools on the basis of expenditures per undergraduate student. However, dental 
^schools maintain a data base that can be used to assess the actual cost of dental (education. 
^ As states face increasingly limited financial resources for all of education, those states 
having dental schools with small and declining enrollments should assess the efficiency ' 



\ 



of their dental schools to determine if continued operation is the best way to meet 



dental education needs* 
♦ ■ 
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WHAT HAS BEEN THE EFFECT OF THE EXPANSION OF DENTAL EDUCATION 
ON THE SUPPLY AI^D DEMAND RELATIOrteHiP IN tHE U^. AND THE REGION? 

: In 1950 there were 51.5 actwe dentists^er 100,000 population in the United States. 

By 1965, the ratio had declined to '^fiJ, and by 1970, ,there were k7A dentists per 100,000 

population- This marked the end of a 20--year decline in the supply of dentists- w 

By 1973, the Bureau of Economic Research and Statistics of the American Dental 

Association found that the declining dentist*-to*population ratio had solidly reversed 

its direction, due both to increasec) numbers of dental school graduates ind to a decline 

18 

in the population growth rate- By, 1980, the number of active civilian dentists per 



— -v^ 



100,000 population reached 53-5 In the nation- J^f the region, the ratio increased from 

3*^.3 dentists per 100,000 population in 1970 \6 42.1 in 1980- The effect^of this can 

be seen in Figure ^- Between 1970 and 1980, the number of active civilian dentists 

in the United States increased 26-7 |>ercent while the population increased only 

11 percent- For the region, growth in- the number of active civilian dentists was more 

than twice as much (^^8-5 percent) as growth .in tl]jg population (20.6 percent) during 

the same period. Projections for th^j^^^e oi, the Eighties reveal similar patternsT^ 

The U. S. population is expected to increase by 11 percent by 1990, while the number , 

of active civilian dentists will increase by 17-6 percent- For the region, growth in • 

both the population and the number of dentists is expected to exceed that of the nation, 

« » • 

with the population expected to increase by 19.7 percent and the number of active 
civilian dentists by 37-7 percent- 

Although, the nilmber of dentists'>er 100,000 population in the region is still 
behind that of the United States, the supply will continue to increase faster due to \ 
the large numbers' of dental school graduates, ir\creased retention of these graduates, 
and in-migration of graduatejs from other states- Nationwide the supply of dentists 
will also be affected by a steadily decreasing average age of active dentists, thereby 
decrefasing attrition due to death and retirements. 
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Figure 4 



PERCENT INCREASES TOTAL POPULATION AND ACTIVE CIVILIAN, DENTISTS 

UNITED STATES AND SREB STATES ' ' 

1970-1980 AND 1980-1990* 
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*Estli&al[ed . * " ' * 

Source.s: U. S. Department of Health' and Human Services/ Third Report to 
. the President and Congress on the Staitus of Health Professions 
Personnel' In the United States , January 1982; U. S. Bureiau of 
Census, Current Population Reports , Series p-20, No. 363, 
'^Population Profile of the United States: 1980" (Washington, DC, 
U.S. .Government Printing Off ice,., 1981); Masnick, George tfnd 
• ^^Pltlcin, John. The Changing Population of States and Regions ,' 

. Analysis and Projfections, 1970-2OO0, Joint Center for Urban ' 
Studies of MIT and Harvard, August 1982. 



The effect of production of dentists on supply can be seen in Table 7; Between 
1975 and 1980, U. S. dental schools graduated 3 iv^86 new dentists; an overall increw^ " 
Of I'f.^OO active civilian dentists. The increase represented ^^6.1 percent of the number 
of dental school graduates.* For the region, the,increase in the number of active civilian 
dentists as a percent of dental' school graduates was significantly higher at 80.3 percent. 
Moreover, the effect bf inopeased retention and in-migratiort for the region between 
1975 and 1980 is seen by the region's ^5.9 percent share of the increase in active civilian 
dentists compared to its 26.3 'percent share in the number of dental school graduates. 
If this pattern continues, the supply of dentists in the region coutd easily surpass the 
projections for 1990. 

. ' Table 7 



NUMBER OF DENTAL SCHOOL GRADUATES; INCREASE IN'NUMBER OF ACTIVE 
CIVILIAN DENTISTS; AND INCREASE IN NUMBER OF DENTISTS AS A . 
PERCENT OF DENTAL SCHOOL GRADUATES 
UNITED STATES AND SREB STATES 
1975- 1980 



Number of 
Dental School 
Graduates 



United States 31,486 

. SREB States ' 8,278 

■ South as Percent 
\ of U. S. V 26.3 



Increase in 
Number of 
Active Civilian 
Dentists 



U,500 
6,661 

^^5.9 



Increase in 
Number of 
Dentists ks a 
Percent of Dental 
School Graduates 



46.1 



80.3 



Sources: American Dental Association, Trend Analysis *. Supplement 1 1 to the 

Annual Report jlental Education, 1982-83} and Department of Health and 
. Human Services. Third Report to the President and Confess on the • \^ 
Status of Health Professions Personnel in the United States, 1982. 



' In'spit® overall growth in the supply of dentists, dentist-to-population 
ratios'vary considerably by region, state, and population density within states* The 
regions with the highest ratios are the Northeast and West^wHile the South has the 
lowest. Among the s^tes in 1980, Washington state had^moi'e dentisty-per- 100,000 
population than all other states (74.2), while Mississippi had the least (32.6). Within 
states, urban counties have higher den^is^to-population ratios than do rural counties. 
However, moi^ dentists are now- establishing practices in the most populated rural 
counties— those with a central city of 10,000 or more. The less populated counts 
continue to have serious shortages of dental manpower.. For these counties, the dentist- 
to-population ratios average about half that°of the urban counties. In some states 

0he disparity lis even more pronounced. Georgia, for example, had dentists per 100,000 

' • • . ^ ■ ■ . '■ 19 

population in its urban Counties in 1980, compared to 18.7 in the more rural counties. 

This pattern is typical for the largely rural South and partially accounts for the South 

having the lowest ranking in dentist-to-popuiation arrfong the regions of the'U.S., 

Dentists are no different than the rest of the population; most prefer to live 

in urban areas. State arid federal programs have attempted to improve the distribution 

/ ■ ■ ■ ■ ■ ■ 

of dentists ui rural areas. These efforts include recruitment of rural residents into 
.State dental sc^ols, loans or scholarships (often limited to rural residents and often' 
with practice in a rural area as a payback reiquirement), and preceptorships for dental 
students with rural dentists. There has been a gradual, but slight, improvement in 
the distribution over the past decade. Further improvement will be determined b/ 

the factors that influence the supply of dentists, the demand for denial services, and 

■ " 1 .. . ■ . . t . ■ /■ ■ ' . ' •■ 

fully operational programs designed specifically to improve distribution. 



Factors that Affect Supply and Demand 

■ * . ' * 

Nationally, the declared shortage of dentists in the Sixties- was based on 4 recog- 
nition that the dentists-to-population ratio was 'declining. The solutidn was to prqduce 
more dentists. The increased number of dentists has led to much debate as to what 
constitutes an adequate supply of dentists. Even the term "supply of dentists" is open 
to question. Is the supply based on the number of dentists or on the amount of dental 

services that dentists can provide? Both are found descriWd in the literature. There 

■ ' « ' 

is a fair amount of consensus that the factors affecting the supply of dental services 
include: 1) the training capacity of dental schools, 2) number of full-time ciquivalent 
dentists, 3) age of dentists, dentist mortality and migration patterns, 5) practice 
type and location, 6) use of technological advances, and 7)'numt>er of fulKtime equivalent 
auxiliaries (by type). 

■ • ■ ■ ^ * ■ / ■ • ■ . ■■ ■ 

' Using the number of full-time equivalent active dentists to measure availability 
of dental services oversimplifies a complex issue, because how dentists practice dan 

♦ '■ ■ • ■ 

greatly alter the amount of dental care available. For example, a general dentist who 
practices full-time in an urban group practice, uses the latest techniques, has multiple 
operatories'<dental chairs), and employs dental assistants, expanded duty dental assistants, 
dental hygienists,' and dental technologists can provide more dental services more fre- 
quently than qan the dentist who practices alone, has only one dental chair, and does. ♦ 

not'employ dental auxiliaries. Since dentists' practice patterns vary widely from indepen- 

* » . ■ 

..dent solo practices to large group practices— a deterrnination of the potential produc- 

tlvity.of all dentists would be a formidable task. j| ""^^ 

, Superimposed on the issue of supply of dentists and availability pf dental services 

. ^re the conjsepts of: a) need, b) demand, and o) effective demand for dental care. Dental 

health needs are theoretically a predigtpr of the volume of dental services that will 



be requested by a population, there is ample evidence mt the amount of treatable 

^ ^ ... ^- ■ ■ ■ 

dental disease among the (!K>pulationi especially periodontal disease, would keep all X 

/ . ■ 

the dentists that this nation could produce quite busy for at least two decades. However, 
need for dental services cannot be equated with demand*. Many people with treatable 

dental disease cannot or will not seek dental care. Many persons do not routinely see 

. . . , ■ ^ ■ ' . . ^ . ■ .-■ 

a dentist. For example, in 1980, roughly half the population had not seen a dentist 

in the past year, and the proportion of poor who had seen a dentist was even lessii*-about 

36 percent* ' V >if 

The factors that affect demand are no less complex than those that affect supply. 

They include dental health status (need),. dental '^*Qm" ^g^f sex, race, education, income, 

fluoridation, dental insurance, price of dental services, and population growth and migra-* 

tion. For example, preventive dentistry programs, particularly fluoridated water, have 

* greatly reduced dental caries in children* Also,^ studies show that the more education 

and income a family has, the greater their use of dental services. AH of these factors 

are inter'related in their effect on demand for dental care, and they influence the transla- 

20 21 

tion of dental health needs into dental service requirements and use of dental services. ' 

' Use of dental services is considerably less than dental need would suggest. While * 
many people avoid seeking a dentist's services becaule of their beliefs and attitudes 
about dental'care, the fees of dental services pose a considerable byrier for a significant 
portion of the popuiation^^ost people have insurance to cover major medical expenses 

that is partially or totally paid as an employee benefit; in contrast, the majority of 

. « ■ , «* • 

dental care is an out-of-pobket expense because dental insurance, as an employee benefit, 

is not widely available. In 1981, private insurance accounted for only 21 perxient of 

dental care expenditures, Vhile out-of-pocket payments accounted for 75 percent and 

government programs for '^ percent. Some studies have shown that even where dental 

22 

insurance is available, utilization of dental services is less than need would suggest. 



^ Thu^ cultural, social, demographic, and psychological factors as well as financial . 
barriers are all involved ift translating need and demand into "effective demand" for 
dental services. Effective demand for dental care is defined as .all dental care sought 
by and delivered to consumers. The wide gap between jieed for dental care and the 
effective demand for dental services is a complicated phenomenon that creates a. health 
manpower planning nemesis. Should projections fpr dental manpower be based on need 

for dental care or demand for dental services or both? Some maintain that projections 

. • ■• ■ ■ ■ ■ • . ■ \ 

should be based entirely on effective demand, others propose that the most thorough 
analysis would include dental manpower supply, need and den]and for dental care; produc- 
tivity of (lental manpower, productive capacity of the dental care system, percent 

. 23 

of underutilization, population growth, and effect of fluoridation. 

Few states have the resources to definitively assess dental manpower requirements. 
Need has been estimated in some states based on the prevalence of dental disease in 
.a sample population. Demand for dental services has been 'estimated based on demo- 
graphic and socioeconomic data. Effective demand is often measured by the number 
of days a patient must wait to obtain a dental appointment, dentists' perception of 
their "busyness," and per,capita expenditures for dental services. Since 1977, there 

fi 

. has been a decline in patient waiting time and dentists' perception of how busy they are. 
Yet, betweeti 1965 and 1978, the inflation adjusted per capita expenditures for dental 
services rose from $U.20 to $27.60. Unfortunately, this doubling of expenditures 
per, capita does not jnean that twice as many people received dental care; rather, it 
represents only a slight increase in the number of people who received an increased 

fi r ' ' ' ^ 

amount of eare from an increased number of dentists, Overall, the recent decline 

in the economy has decreased the effective demand for dental services. The decreased 

demand for dental care and the increased supply of dentists has resulted in a decline 



in the constant dollar income of dentists and changes in their practice patterns. Fewer 
young dentists are establishing independent practices because borrowing money to 
equip a modern dental of f ice would be prohibitive for many new dentists in view of 
high interest rates plus the indebtedness incurred for their education. Consequently, 
more dentists are accepting employment in franchized dental operations or they seek 

group practice arrangements. Store front dentistry practices are now common in urban,, — 

^ ? ■ ' 

areas-Kiental services are as accessible as the Sears store in many communities. Thus 

•'" * ■ " . ' 

far, however, the increased supply of dentists has not reduced the price of dental' ser- 
vices. # 

The complicated and interrelated issues of supply of dentists, need for dental 
care, and demand for dental services have resulted in varying dental manpower projec- 

iions. The most common projections for dentists' requirements are based on some 
lesirable dentist-to-population ratio. Projections based on need have been made, but 
are less common and, generally, are thought to be unrealistic at a time when cutbacks 
are being instituted in most, public programs. The projections that are based on effective 
demand for dental»services are viewed as the most creditable. This method uses esti- 
mateis of both population and economic growth to project requirements for dentists. 
Population and economic projections have been known to be less than precise. However, 
the validity of projections for dentists' requirements that take into account |he influence 
of economic factors on the demand for dental services can be seen by the way dentists 
tehd to distribute themselves among states. 



Impact of Demand on Distribution 
When all 50 states and the District of Columbia were ranked by dentist-to-popula- 
tion ratios for 1970 and 1980, their ranking remained relatively constant (see Table 8). 
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Table 8 

RANKING OF STATES BY DENTIST PER 100,000 POPULATION 
AND PER CAPITA INCOME 
UNITED STATES 
A 1970 AND 1980 * 



1970 1980 



Dentist Per Per Capita Dentist Per Per Capita 

100,000 . Income < 100,000 ln<;ome 



J. 



States 


Rank 


Number 


Rank 


$ 


Rank 

9 


Number 


Rank 


< 
y 




. { 


^ 

88,3 


1 


5,333 


\ 


82.8 


2 . 


U ,883 


New York 


2 


68.9 


3 


4,714 


5 


71.6 


12 


10, 143 




3 




28 


3,694 




72.9 


21 


9 400 


Hawaii* ' 




63.8 


6 


4,562 


,8 


67.6 


17 


9|7I7 


ConnM!ttcut 




61 .0 


2 


4,871 


3 


73.1 


3 


1 1 ,445 


Minnesota 




58.1 


18 


3,848 


11 


64.1 


18 


9,519 




7 


57-.* 


9 . 


4,467 


10 


64.7 


4 


10 a5& 




g 


57.3 




4,635 


9 


64.9 


5 


10 755 




9 . 


57.0 


14 


4,022 


2 


74.2 


9 


10,363* 


l^VUI ■Witt 


10 


55.0 


22 


3,794 


13 


61 9 


31 






11 


54.8 


39 


* 3,228 


6 


. 07 . J 


47 


7 415 




17 


S7 4 




4i 340 


7 


(Ji 7 

DO . & 


i % 


9 997 


VrfOKiriKlO 


1 1 
1 J 








17 


O 5 
O/ . J 


III 


9 9lL4 


0^ niisii 1 u A n i A 
rviinsjrivania 


Id 


51 


16 


3,943 


in 

■ o 




71 


9 794 




1 ) 


. w 


7 


4,492 


21 


55.2 


7 


10 65t 


w iMAiniin 


14 

XV 


Ii9 Ik 
•f y . o ■ 


22 


3,794 


14 ' 


59 H 


24 


9 7f54 




17 ' 

1 r . 


(ill 1 




b 156 


71 


54 7 


16 


9 1147 


Rhode Island* 


IK 

to 


•fO . ^ 


17 


3,941 


24 


54 4 


25 


9 750 


Iowa 


IQ 


liH 7 


7<* 


\ 7(i4 


77 


51 




9 171 

y , If B 


Wyoming* * 


on 


t^L 9 






IQ 
17 


<5 t 

77. B 


b 


lU,b7Z 


loano* , 


C 1 




■^7 

yf 


1 7iin 


7<* 


77. 7 


^7 

yf 


' A 1 9il 
O , IZb 


Montana* 


97 






y , 


' lil 


77 . 7 


77 


5,M7 


Missouri 




fL% y 


7d 


r b5 


7Q 


.b 


^9 


t 14^ 

B ,Bfb 


. Kansas* 




111 il 




1 til 1 


111 


ff .b 


17 


7 , 77a 


New Hampshire* 


9 1 


m . 7 


97 


1 7li5 


9ft 
/U 


77.7 




5 , 7BU 


onio 


2> 




1 7 - 


\ QQ7 


J7 


•>7.b 


09 


7,37a 


k Nevada* 


97 






^ 11*^7 


94 


<k ft 

7^.0 


B 


if% liCt 
1 U , 47B 


Maryknd 


2i 


40.3 


K2 


4t281 


17 


57.8 


10 


* 10,322 


¥k|Wa 


29 


39.4 


' 30 


3,653 


31 


49.0 - 


20 r 


9,435 


Indiana 


30 


39.2 > 


25 


. 3,752 , 


41 


44.0 


30 


8,971 


Delaware* 


31 


38.6 


8 


4,483 


42 


43.7 


11 


10,195 


Vermont* ^ 


32 . 


38.5 


36 


3,311 


15 , 


59.4 


41 


7,839 


Florida 


33 


3t.2 


29 


3p692 


33 


a.o 


28 


8,987 


Arizona* 


54 


38.1 


31 


3,631 


35 


47.5 


33 


8,649 


>V>rth Dakota* ^ 


35 


38.0 


42 


3,120 


32 


48.9 


34 


8,556 


Texas 


36 


37.* 


32 


3^576 


40 


44.7 


19 


9,513 


Oklahoma 


37 


36.6 


34 


3,350 


42 


43.7 


27 


9,081 


New Mexico* 


38 


36.4 


43 


3,117 


> 37 


45.1 


39 


7,956 


Maine* 


39 


36.2 


38 


3,272 


36 


45.4 


44 


7,734 


TwnnMBit / 


%0 


36.0 


%5 


3,082 


28 


49,7 


43 


7,786 


Kafitucky 
LoulsAana 


%1 


35.2 


X • 


3,104 


39 


44.9 


45 


7,718 


%2 


3%*8 




3,068 


44 


42.7 


36 


8,282 


South Dakou* 




34.8 


H\ 


3,214 


38 


45.0 


49 


7,452 


Weetyiri^ 


%4 


3«.a 


%> 


3,047 


45 


40.7 


42 


7t83l 


AfkahMs* ■' , . 


%5 


31.% 


50 


2,869 


50 


35.7 


50 


7,180 


NonhCaroUna 




29.8 


%0 


3J218 


47 


38.6 


40 


7,852 


Aldbanw 


%7 


29.4 


49 


2^13 


48 


36.7 


48 


7,484 


Qeoifla 


%7 


29.# 


35 


3.318 


45 


40.7 


38 


8,000 


Alaska* 


*9 


21.1 


5 


4,603 


22. 


54.9 


I 


12,406 


MlaiMppI 


30 


27.9 


51 


2,596 


51 


32.6 


51 


6,508 


South Carolina 


.51 


25^% 


48 


2p963 


49 " 


36.6 


46 


7,519 



*States with no dental schools . 

SMBStatet >/ ' 



Sourcest U S. Department of Health and Human Services, Third Ry>ft to the President and Congress on 
t he Status ol Health Professions Personnel In the United States . 1982i U. S> Department o! 
Commerce, Series P. dd>297''348 ana Survey of Current Puflness . 198K . " 
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Only three states moved from the lower to the upper half* While five states" moved" 
from the upper to the lower half» for most of these'states the change was not significant. 
Alaska, however, presented an interesting exception. In spite of a robust economy, 
Alaska has traditionally experienced shortages of all health professionals. For example, 
in 1970, Alaska ranked 5 in per capita income and ^^9 in ddntist-to-population. . By 1980, 
however, Alaska ranked 1 in per capita income and 22 in dentist-to^pulation— the 
most dramatic change of any state. This change typifies the influence of the increasing 
supply of dentists in the United States. 

Ironically, seven of the states that ranked in the top half in 1970 and 1980 do not 
have dental schools, while many other states with one or more dental schools remained 
in the lower half. The relative stability of states' r^nl<ing in dentist-^to-^population 
. ratios was inconsistent with the variations found among states in the number of dental 
school graduates.^^ 

But when the state3 were ranked on the basis of per capita income, a pattern 
emerges. In 1980, over 80 percent of the>tates ranked the same or similarly in dentist- 
to-population ratios and per capita income. It would appear that dentists tend to distribute 
themselves among the sitates on the basis of demand for dental services; that is, those 
states with the highest per capita income tended to have the highest dentist-to-population 
ratios. Only eight states deviated significantly from this pattern with their per capita 
income and dentist-tcv-population rank varying by 15 or more* The isolated extremes 
were Utah and Vermont, ranking 6 and 15, respectively, in the number of dentists per 
100,000 population and '^7 and in per capita income; Delaware and Texas ranked 
43 and '^O respectively in dentists-to-population and 1 1 and 19 in pe?r capita income. 
In 1980, 11 of the l<f SREB states ranked in the lower half in both dentist-to-population 
ratios and per capita income; Maryland ranked in the upper half in both categories 
, Aid income ranking was in the upper half fdr Texas and Virginia. \ 



Although dental school graduates tend to establish their practices in the state 
.or the same region as their school of graduation,^^ the number of dental school graduates 
is not the pri'mary irtf luence that af lects the number 6f dentists practicing in a state. 
A state's relative position amon^all States in terms of dentist-to-population ratio do^ 
not appear to tje significantly influenced by the number^f graduates from, the state's • . 

♦ dental schools. Two classic examples of this are Florida and Kentucky. Between December 
1975 and December 1980, the number of active civilian dentists in Florida increased 

by US^fg; the dental school In Florida graduated 199 new dentists. For Kentucky, the 
number of dentists increased by 321; yet, Kentucky's two dental schools graduated . 
826 new dentists. In two states, New York and Pennsylvania, and in th% District of 
Columbia, the numl»r of active civilian dentists actually diclined during the same ^ 
period, in spite of large numbers of dental school graduates. Each was above the national 
average in dentist-to-population ratio.2« This suggests\that the effective demand 

for dental services was insufficient to support the incre^d supply of dentists. 

• Moreover; it tends to confirm that defined market ^arsas have a marl<etthreshoW 

for dental services that is sensitive to changes in the population W economic !>ase 
of the area. A stable or declining dentist-to-population ratio in a state may signal 
market saturation in the demand for dental services. Conversely, arv increasing dentist- 
to-pbpulation ratio irripUes that the effective demand.fo.r dental services exceeds the ^ 

supply of dentists. . " ' ' . 

' ' The distribution of de.ntjsj*>within ^tates can vary so much that there can be 

• a perception of oversupply as well as declining dentist-to-population ratios in states 
.that contain federally designated dental manpower shortage areas. This was„the case^^ 

. . for New York, Pennsylvania, and the District of Columbia as recently as August il983. 
t Interestingly, New Yor^ and Pennsylvania rank in the top 10 percent among all states 
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in number.of dental school graduates. Clearly, increasing the number of dentists will 
not, by itself, eliminate maldistribution of dentists. This is particularly relevant for 
the South, because the number of dentists will continue to grow iorAwo reasons: 
1) the pQpulation and the economy in the sunbelt states are predicted to steadily increase, 
thereby increasing the demand for dental services;, and 2) thepe will be more dentists 
• migrating into Southern states from states where the demand has declined or the market . 
for ^dental services has been saturated. Also, there will be increased retention of dental 
school graduates within Southern states. Past practice patterns of dentists suggest 
that such growth in supply will have only a marginal impact on geographic maldistribution 
to poor rural areeis. Programs designed specif ically to impi^ove the distribution of dentists 
to areas of special need will continue to be necessary. 



SUMMARY , ' • 

The supply of dentists has increased faster than the population over the past 
depade arid will continue to increase'through 1990Vin the South the rate of growth ' 
exceeded the national rate. At the same time, th6 demand for dental services has^ 

, ' , . ■ ■ ■ V— > 

declined, primarily due to a slowing in population growth, a depressed economy, and 
„ reduced dental disease among segments of the population. There is ^ perception of 
an oversupply of dentists; yet, the dentist- to-p0pulation ratios vary significantly among 
states and within states, and shortages of dentists in inner-city and rural areas have 
been documented. 

The supply of dentists in a state is related more to population and economic factprs 
than tb the number of dentists produced by a state or the need f or ddhtal services. 
Therefore, changes in the population and economic base of the state influence the 



demand for dental services. The scope and number of publiq dental service programs 
and the availability of dental insurance also affect demand. 

, The number of dental school applicants has steadily declined, while the cost of 
dental education has continued to escalate. A perceived oversupply of dentists and 
a decline in the number of dental school applicants have precipitated modest reductions 
in the number of new entrants to most public and many private dental schools. The 
number of applicants will continue to diecline and dental schools will compete with 
other career fields and among themselves to attract and enroll well-qualified students. 
Reduqed enrollments and increased dental school tuitions will have an adverse effect 
on access to dental education for minorities unless special efforts are made to maintain 

» - 

the gains that have occurred over the past decade. 

The current debate over the supply of dentists will most likely continue until 
there is a substantial improverrient in the general economy. Whether individual dental 
schools in the region should further reduce enrollments or whether individual dental 
schools should be closed will continue to be troublesome public policy questions. Oecisions 
should be based on a thorough analysis of both the current and future demand for qental 
care as well asi the relative contribution each dental school makes to a staters overall 

higher education mission. While the purpose of this report was to review the"i55iie5i ^ 

jecognizing that dental education needs as well as the.supply and demand for dental 
services will vary considerably by state, the following recommendations address a 
number of common issues that may warrant state attention. 



RECC^MMENDATIONS - ~ — _ „j ^ — — . 

Implement or contime programs designed to improve the distribution of dentists to 
mderserved areas, v 

The South has many rural and some inner-city areas that do not have adequate 

dental manpower. -Carefully planned activities to influence students to choose to locate 

in the areas of need hs^ye been successful. Jt must be remembered, however, that in 

some remote rural areas the demanji for dental services may be insufficient to support 

a dentist. Alternatives such as sateilite clinics operated by dentists in neighboring 

communities have'bepn useful in improving the availability of dental services in those 

< ■ ■ . ■ ■ . 

areas that are persistently underserved. 

Increase the number of general practice residency positions to at least 50 percent of 
the number of dental schoffl. graduates. 

The need for increased access tb general practice training is well documented. 
Dentists who have completed general practice residency training would be more likely 
to practice in remote areas. Although increasing the number of general practice residency 
positions in public dental schools will not reduce the cost of dental education, it will 
improve the overall qiiality of dental education and. Ultimately, the quality of dental 
care. With declining enrollments in undergraduate programs, itifcreasih^ fhe number 
of general practice residency positions could be accommodated with existing dental 
school faculties. 

AltoM^ enrollment levels of dental students to decline to reflect the demand for dental 
education, \ ^ 

Nationwide first-year dental school enrollments are likely to decline to approxi- 
mately 'f,500"lrom the current level of 5,300. Public dental schools in states that have 

restrictions on out-of-state enrollments may find first-year enrOllmentsTeaching criti- 

■ ■ ■ ■ • ' 

cally low levels. These schools should be permitted to accept more out-of-state students 



-aHnereased^uttiofHrates or to-make increased-use of-interstate contra ct arr angement^-- 
which would permit thosewital schools to accept students from states with no dental 

schools or limited spaces. The sending states gain access to dental education for their 

■ ■ ■ - -J ; ■ > ■ ' ■ ■ 

citizens generally at less expense than v^ould be involved in supporting a dental school. 

' ' .'• ' ' ' . ' ■ ' ■ ' ■■ . 

Continue programs to ottract and r$tain increased numbers of minorities in dental . • 
education. ' / ^ ^ 

Recent gains in minority enrollments in dental schools will be reversed as dental' ; - ^- 

school enrollments continue to decline and there are further reductions in student loans 

• «^ \ ■ . 

and scholarships. Black Americans are likely to be the most, affected by these changes.' 
With black Americans comprising less than four percent of all practicing dentists, contin- 
ued activities to insure access to dental education for black Americans will be necessary. 

Assess the operational efficiency of state-suppoHed dental schools. 

Generally dental schools with low total xindergraduate enrollments are more costly 
to operate; however, large enrollments do not assure operational efficiency. Many 
factors contribute to the total expenditures of dental schools, such as faculty time 
spent in teaching, the use of part-time faculty, the number and type of graduate programs, 
dental auxiliary programs, shared or independent basic science programs, and the schools' 
reseairch and service programs. Each dental school maintains a data base that will/ 
« permit an analysis of expenditures which can differentiate the costs of undergraduate 
and graduate dental education as well as the research and service programs. Using 
the results of such assessments, states would be in a better position to determine the 
best way to meet their dental manpower need^. 
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